Objective. Given the risks of long-term opioid therapy, patients may benefit from tapering these medications. There is little evidence to guide providers' approach to this process. We explored primary care providers' experiences discussing and implementing opioid tapering with patients on long-term opioid therapy.
Introduction
Up to 100 million US adults are affected by chronic pain, and 3-4% of US adults report long-term use of opioid medications despite inadequate evidence of long-term benefit [1] [2] [3] . Opioid prescribing increased dramatically in recent decades, and the harms of opioid use increased proportionately [4, 5] . Drug overdose is now the leading cause of accidental death, with 52,400 deaths in 2015, 63% of which involved an opioid medication [6] . Patients on high-dose opioid therapy are at greatest risk for important adverse events such as overdose, incident opioid use disorder, and motor vehicle accidents [7] [8] [9] .
In 2016, the Centers for Disease Control and Prevention (CDC) issued guidelines for prescribing opioids for chronic pain, advising dose reduction or discontinuation when risks exceed benefits [10] . More recently, guidelines from the Departments of Veterans Affairs and Defense (VA/DoD) recommended that all patients on opioid doses greater than 90 mg morphine equivalent daily dose be evaluated for opioid dose reduction [11] . These VA/DoD guidelines note that the risks and benefits of opioid therapy should be evaluated along with the risks and benefits of tapering opioid therapy. However, there is inadequate evidence to guide providers' assessments of these benefits and risks [12] . Potential benefits of opioid tapering include improved pain, function, and quality of life. The effect of opioid tapering on risk of overdose or other serious adverse events is not known. Additional risks of opioid tapering include opioid withdrawal, illicit substance use, mental health crisis or suicidality, and loss to follow-up [13, 14] . In this context, decision-making and communication around opioid tapering may be challenging for providers.
Prior qualitative research has explored barriers to patient-centered management of long-term opioid therapy [15] [16] [17] in general, and to opioid tapering in particular. In prior work by this team, patients reported barriers to opioid tapering such as pessimism about nonopioid treatments for pain and fear of opioid withdrawal [18] . Another recent qualitative study of patients and providers in a safety net hospital system concluded that effective communication around opioid tapering required individualizing care and assuring patients that providers would not abandon them [19] . Given the limited data examining provider perspectives on these conversations, we therefore sought to explore the primary care providers' experiences with discussing and implementing opioid dose reduction (tapering) with patients on long-term opioid therapy.
Methods

Study Design
We conducted semistructured, in-person, audiorecorded focus groups with primary care providers with experience in prescribing and monitoring long-term opioid medications. A qualitative approach was chosen to allow for deep exploration of themes and experiences that arise when addressing this issue in clinical practice. A focus group approach was chosen to allow for discussion of complex behaviors and motivations [20] . We specifically explored providers' experiences with discussing and implementing opioid tapering with patients on long-term opioid therapy for chronic pain. The study was approved by the Colorado Multiple Institutional Review Board at the University of Colorado. All participants gave written informed consent.
Participants and Setting
Participants were primary care providers (PCPs), including physicians, physician assistants, nurse practitioners, nurses, and a clinical pharmacist with experience prescribing or monitoring long-term opioid therapy to patients with chronic pain. Practice settings were all academically affiliated clinics in Colorado, including clinics in 1) a large academic medical center, 2) an urban safety net medical center, and 3) a Veterans Health Administration medical center. Providers at the participating sites were invited by email announcements, and focus groups were scheduled during existing protected time to facilitate attendance. Lunch or a snack was provided as an incentive for participation. Between February and July 2015, we conducted six focus groups in six different clinics, two in each practice setting.
Data Collection
The interview guide was developed by a multidisciplinary team consisting of a primary care physician, an addiction medicine physician, two palliative care physicians, and a medical anthropologist (see the sample questions in the Appendix A). Guided by the goal of eliciting diverse provider experiences, the interview guide was built around broad, open-ended questions, with probes to be used if relevant responses were not provoked. We included clinically relevant concepts based on the research team's clinical and research expertise, the Health Belief Model (barriers and facilitators, perceived benefits), and the Transtheoretical Model (contemplation and preparation) [21, 22] . Focus groups were led by two experienced qualitative interviewers, one primary care physician whose experience in managing long-term opioid medications gave him credibility and insight as a moderator for this topic (JWF) and one research assistant with qualitative research experience. Focus groups were in-person, involving a total of 40 participants (range ¼ 5-8 per group) and were approximately 45 minutes long. Interviews were digitally recorded, professionally transcribed, and imported into ATLAS.ti Version 7 for coding (ATLAS.ti, GmbH, Berlin, Germany). Participants also completed a short questionnaire to provide information about demographics and professional background.
Qualitative Analysis
Initial analysis was conducted in a mixed inductivedeductive manner [23] . An inductive, or "bottom-up," approach was used to allow unanticipated themes to develop. A deductive, or "top-down," approach was used to interpret data in the context of a priori clinical concepts and conceptual frameworks. Three authors independently completed open coding of all six focus group transcripts (LCK, JWF, SRM) to develop the initial codebook [24] . Refinement of the coding was completed in an iterative, multidisciplinary, team-based approach to ensure validity and completeness [25] . Disagreements about coding were resolved through discussion between the primary coders. We then conducted axial coding to identify relationships between open codes and to identify emergent themes. The data were coded both for manifest surface meaning (explicit content; i.e., providers explicitly identified strategies for tapering) and latent content meaning (implicit meaning; i.e., providers described experiences that facilitated tapering) [26] . Disconfirming cases were specifically sought to incorporate a broad range of experiences.
Results
Forty primary care providers from three health care settings participated in six focus groups. More than half (53%) were male, most (70%) were non-Hispanic white, and the majority (85%) were physicians ( Table 1) . We identified emergent themes in three domains informed by our conceptual models: 1) strategies for identifying candidates for opioid tapering, 2) barriers to opioid tapering, and 3) facilitators of opioid tapering (Table 2) .
Strategies for Identifying Candidates for Opioid Tapering
Providers identified four approaches to identifying candidates for opioid tapering: 1) evidence of high-risk behavior, 2) serious adverse events or other crises, 3) opioid-related side effects, and 4) patient preference. All strategies were noted to be successful infrequently, as providers described patient reluctance to taper as the most common occurrence.
Evidence of High-Risk Behavior
Providers described regularly using monitoring strategies such as urine drug testing or Prescription Drug Monitoring Program review. There was consensus that evidence of high-risk behavior such as concurrent illicit substance use should prompt opioid tapering. Providers described these decisions as relatively "easy" but less likely to be collaborative with patients. PA/NP ¼ physician assistant/nurse practitioner.
[hydroxyzine], but you're going to probably have withdrawal symptoms. That's not going to be pleasant.
-Safety net #1
Serious Adverse Events or Other Crises
Providers additionally identified serious adverse events or crises as opportunities to assert a more urgent indication to taper opioid therapy. They described such events as indicators of elevated risk associated with opioid medications but also potential motivators for patients to "re-evaluate" opioid therapy. They reported that patients seemed relatively receptive to a discussion of tapering in these instances.
My biggest success [with tapering opioids has been] when they get into trouble, like somebody gets an ileus or something and then I can be like, "Look, see what happened."
-University #1
I can probably count on one hand the number of patients that have come to my office in 20 years and said, "Hey, I really want to cut down the dose." Almost inevitably when I run into this, it's precipitated by some sort of a crisis. Either a medical crisis like the guy's testosterone is 50 and he's having hot flashes and growing breasts or admission to the hospital with altered mental status.
-VA #1
They are arrested. They have troubles getting their meds in jail. That's one that I can remember. Wife leaves you, dog dies, whatever. You know, it's those kind of things that cause people, even the most hardened ones, to re-evaluate things.
-VA #2
Opioid-Related Side Effects
Providers described the importance of discussing their patients' experiences with opioid-related side effects and sought to understand which side effects were most important to patients. They noted that discussions of relevant, unpleasant side effects were more engaging for patients than descriptions of risk of more serious, less common events such as overdose. Low testosterone was specifically noted in two focus groups as a motivating factor for men who previously had been resistant to tapering.
I've had it hit home two times, but one guy. . .. We were able to track his dose and track his actual testosterone number and watch the inverse relationship, and that was sort of the best example I have of that, and he was like, "Wow, you mean I'll have more testosterone if we go down on the medication," and I'm like, "Yeah, actually, I think you will." -Safety net #2
Well, it's easier to talk about stuff like erectile dysfunction and no testosterone because that is a more direct thing than, let's say, the overdose issue, which is going to be rare for any individual patient.
They appreciate the negative side effects of something bad, so it's not something that's abstract. I see that there's a risk here according to my studies that you might be in trouble or you might get into trouble at these doses. That doesn't really motivate people, but I think if they are with you or are already there ahead of you, and [they] say, "This is doing something bad to me and I don't like it". . .that's what makes it go well, that they appreciate the negative.
We'll talk about confusion, loss of memory, lack of focus as well. . .. Your memory might not be as good, and your focus might not be good. [They respond,] "Oh, well I can't have that. I need to be sharp."
-University #2
Despite occasional successful conversations about side effects, providers noted that many patients who suffer from side effects do not attribute them to their opioid medications.
A lot of times when I bring up side effects of opiates for patient [s] that are already on it, they say, "Well, I don't have that side effect"
or "I have it, but it's from something else."
Patient Preference
Finally, providers described experiences with patients who requested to taper and/or discontinue opioid therapy. Most providers, however, perceived this to be uncommon. There was disagreement among providers on the effectiveness of their prior efforts to motivate patients to consider opioid tapering.
I don't have too many patients who'd like to come off opioid therapy. So I think the first thing you need to have is the patient has to be receptive to the idea. If you don't have that as a baseline, I don't think there's anything you can say where they will be willing to do it.
-VA #2 Providers noted that patients to whom family is highly important or who expressed concern about taking medications were more likely to be receptive to a discussion about tapering opioids. One provider described an experience with a patient who was on high-dose opioid medications who was initially reluctant to decrease her dose. Reflecting on the patient's decision to taper, the provider noted:
Well, she has a partner who has a lot of medical problems herself and is going to need more careand she didn't feel like she was able to do that with the amount of pain medication that she was on. She felt scared that she was on too much and something bad might happen, and she felt she needed to care for her partner.
Barriers to Opioid Tapering
Provider-identified barriers are represented in three themes: 1) emotional burden on providers, 2) inadequate time, resources, and training in pain management, and 3) lack of trust in patient-provider relationship.
Emotional Burden on Providers
Providers described discussions of opioid tapering as emotionally charged and exhausting for them. Some worried that the challenging nature of these conversations would lead providers to postpone discussing or initiating an opioid taper.
You see the person on your schedule and you know it's going to be. . .one of those just draining conversations.
-Safety net #2
If I try to taper someone over the phone, or they call in for the refill. . .it's so much easier to just continue on. . .. I'm writing the same dose, and I'm moving this on because I don't want to deal with this difficult conversation on the phone.
Some providers reported feeling threatened by patients who were angry about providers' recommendations on opioid dosing. In response to the moderator's question probing how patients respond when a provider recommends tapering, members of one focus group responded saying:
Then I want another doctor. Angry. Angry.
Threatening.
Providers described struggling with the potential conflict between their efforts to prescribe opioid medications safely and to keep their patients satisfied with their care.
It's very hard to sit in front of a patient who identifies a medicine, an opiate, as being helpful and tell them, "I care about you. I don't want you to be in pain, and also I think that these medicines are wrong for you." I want my patients to be happy also. I don't want to kill them, but I also really want them to be happy.
-Safety net #1
There's all these studies coming out showing the inverse relationship between patient satisfaction that's correlated with opiates and actually more comorbidities and hospitalizations. So actually the happier patients are with their care, the less likely it is that they're getting good care.
Inadequate Time, Resources, and Training
Providers described multiple logistical barriers to implementing opioid tapering in primary care, including inadequate training and resources to support opioid tapering and nonopioid chronic pain management. Lack of time during a typical clinic visit was frequently noted as a barrier to discussing tapering.
[Tapering] is never the only conversation I'm having with a patient in that room, and patients never come to discuss that, so to sneak that into a visit where they might have three or four other agenda items, and pain is perhaps not one of those, can be quite difficult.
A major issue that hasn't been brought up is time and resources. And there's no way you can consistently put 20 pounds of potatoes in a five-pound bag and, you know. . .. I think everyone around the table is very conscientious, very aware of the risks. It's a matter of resources, time, that is not allocated, and that's the nature of medicine today, and it's the nature of primary care.
Providers at both the VA and the safety net hospital noted that inadequate access to alternative treatments for pain limited their ability to taper opioid medications. This topic was not identified as a barrier in the focus groups conducted at the academic medical center.
We've pretty much tried everything by the time they're on chronic narcotics. . .. That's an incredibly difficult one because most of the time, I don't have anything else to offer people, especially at [a safety net hospital] where we don't have behavioral therapy and other things. . .that other places may have.
Finally, many providers noted inadequate training in the management of complex chronic pain.
I've basically sought out my own training because it was not something that was taught to me in medical school or residency.
Lack of Trust Between Patient and Provider
Providers described a lack of trust as a barrier in two distinct ways. First, providers noted a concern that their patients may not fully share pain-related symptoms and opioid-related side effects, limiting providers' ability to accurately assess risk and benefit. Second, providers described potential negative effects of opioid tapering on the patient-provider relationship going forward, especially when implementing opioid tapering without a patient's agreement.
I think the biggest fear everyone has that comes in is, "You're not going to take me off my medication, are you?" And so I think that. . .people [are] trying to figure out how to answer the questions so that they're not going to be taken off their medicine 'cause the majority of people find it beneficial and are in fear constantly that they're going to do something that's going to screw them up.
I kind of want them to have some buy in. It doesn't obviously always work. [Patients are] hopefully trying to be part of the decision instead of me just saying "No, I'm not giving you these." That just creates bad relationships going forward for other types of treatment.
One of the problems with tapering people here is that if they decide that they don't want to be tapered, then they ask for a change of physician. I've had a number of patients who have been transferred to me for that very reason.
Although some providers describe efforts to minimize the risk of damaging the patient-provider relationship when addressing opioid tapering, others endorsed a different approach, an ultimatum.
These are the reasons I'm not comfortable [prescribing opioids] and, you know, I'm never going to be comfortable with this for you. So our choices are to find something that we can both agree on or for you to look for another doctor.
Providers noted that this lack of trust was most pronounced among "inherited" or "legacy" patients, who had been initiated on long-term opioid therapy by a prior provider.
It's much harder in those inherited [patients], or maybe I am at fault from years ago. Now let's have a new conversation about risks and benefits, and they'll say, "Well, why would you challenge it now? I've been doing it for so long. What's the point? Don't change anything. Are you going to take this away from me?" -University #2
For the patients for whom it's already been long term, they have I guess their own personal experience and you're not the accepted guide anymore. . .. "I've been taking these for 10 years, and I still am here. I've never had an overdose. It's perfectly safe for me."
Facilitators of Tapering
In addition to barriers, providers described strategies that facilitated opioid tapering, which are represented in four themes: 1) empathizing with patient's experience, 2) preparing patients for opioid tapering, 3) individualizing implementation of opioid tapering, and 4) supportive guidelines and policies.
Empathizing with Patient's Experience
Providers emphasized the essential role of acknowledging patients' experience with chronic pain and expressing empathy during these discussions. They also described the importance of pairing an expression of concern for a patient's pain with concern for their safety.
It has to do with, like, a true expression of compassion for their pain. . .. Those are the kinds of conversations I've had, like, "Listen, I understand. I understand you're suffering. I understand you're in pain. I get it. However, I'm hurting you, and I don't feel good that I'm hurting you."
The idea is that you would first [use] reflective listening. "So what you're telling me is you need twice as many Percocet as usual because of X, Y, Z. I hear you. On the other hand, my training in chronic pain is that this is a very high-risk thing to do, and I am uncomfortable with that high of a dose."
Preparing Patients for Opioid Tapering
Providers noted the importance of preparing patients both for an upcoming discussion of opioid tapering and for the implementation of an opioid taper. Being consistent across multiple visits was also described as helpful.
Preparing [the patient], like this visit we're going to talk about coming down so that it's almost like a quit date, because I think pulling it out of the blue doesn't go well.
Each time I saw him, I would tell him whether I kept the dose the same or decreased it, the goal is that by this time, you're going to be off narcotics, you know, like very consistent messaging that this is not going to be a forever thing. It did drag on for quite a while, but you know, he wasn't surprised that way when I said, "No, I'm not giving you 100 this month. I'm giving you 75." And he didn't argue with me or seem to resent it.
Individualizing Implementation of Opioid Tapering
Providers sought to tailor the timing and speed of the opioid tapering plan and to counsel patients on the potential for increased pain and opioid withdrawal symptoms during dose reduction.
We're not going to do this on the Monday when you're starting a new job. We're not going to do this on, you know, the first day you're competing in the Olympics, you know. I try to set them up for success by having any kind of taper start on a time when they might have some down time.
I don't usually stop anyone cold turkey, so then I'll say, "When we taper, you'll feel a little bit of [opioid withdrawal symptoms] with each dose reduction, but it's temporary." I try to say the word temporary as many times as I can so they know hopefully when they go home and they're experiencing that: "Oh, the doc said this is temporary. I can suffer this a couple more days."
Providers' Experiences with Opioid Tapering
Providers also noted that tapering slowly and using other team members such as pharmacists could help achieve a successful taper.
My plan is to do 10 pills a month over, you know, six months. You're on 60 a month or whatever it may be, and then try and wean you off over six months.
Our PharmDs help us with the dose titration. They'll help with that.
Supportive Guidelines and Policies
In potential contrast to the facilitators above that supported individualized opioid tapering, providers also acknowledged the supportive role of local policies and expert guidelines that they applied universally to all patients on long-term opioid therapy.
The triggering point of the discussion was that new change in policy establishing a new ceiling dose of opiates. So, it's out of my hands. Let's work within the framework of where I want to get you on a new and safer dose, and then some patients have picked that up and run with it. Some patients have fought with it, but still the escalator has gone down in all instances.
We do have a contract, and it's really spelled out what we're supposed to be doing. I just give them the contract and I say, "Whether I agree with it or not, it's something that I have to follow, and so the patient has to follow as well. It is not how comfortable I feel with it. It's what these guidelines say I have to do.
Discussion
In this qualitative study, we explored primary care providers' experiences with tapering long-term opioid therapy in primary care settings and identified emergent themes from these focus group discussions. Providers described strategies for identifying candidates for tapering that involved monitoring of opioid-related risk, adverse events, side effects, and patient goals. They described important barriers to and facilitators of opioid tapering in primary care. These findings have implications for how primary care providers discuss and implement opioid tapering and how primary care settings can better support both providers and patients during this challenging process (Table 2 ).
In their descriptions of strategies to identify candidates for opioid tapering, providers noted conflict between shared decision-making and unilateral decision-making, which differed substantially across these four strategies.
Providers endorsed a goal of shared decision-making to support informed, collaborative decisions, a goal shared by patients with chronic pain [28] [29] [30] . They acknowledged, however, that this was not a realistic goal in some situations. This conflict may contribute to each of the barriers identified in this study. Inadequate time has previously been identified as a barrier to patientcentered pain and opioid management, as well as to shared decision-making generally [31, 32] . Providers also described these discussions as uniquely emotionally demanding; some reported actually feeling threatened by patients. This concern is difficult to dismiss in the face of research that shows that half of chronic pain care providers have received threats from patients [33] , as well as coverage of the murder of a physician in Indiana, reportedly related to a refusal to prescribe opioid medications [34] . In this open-ended study of primary care providers, this emerged as a theme that warrants additional research, as primary care providers prescribe the majority of opioid medications in this country [35] .
In the context of increasing scrutiny on opioid prescribing, these difficult conversations will likely become more common in the years ahead. Our findings suggest that it will be important to monitor the effects of these changes on the provider workforce charged with implementing opioid tapering. More than half of US physicians report at least one symptom of professional burnout [36] . Rates of burnout are highest among primary care providers, who will likely be responsible for a large share of opioid tapering. Provider burnout is associated with increased provider workload and inadequately staffed teams, another barrier noted in this study [37] . Burnout negatively impacts providers but also has adverse effects on the quality and safety of care provided to patients [38] . Prospective studies are needed to measure the effects, both for primary care providers and their patients, of ongoing efforts to reduce high-dose opioid therapy.
Despite these barriers, this study identified strategies that may facilitate opioid tapering. These include expressing empathy for patients, consistent messaging about opioid tapering across multiple visits, and individualizing an opioid taper to a patient's unique circumstances. These findings align with those in a recent study of communication about long-term opioid medications, which found that individualized explanations and negotiations around opioid tapering led to more successful communication between patients and providers [19] . Importantly, this strategy of individualizing opioid tapering may conflict with another facilitator identified in this study, supportive guidelines and policies on opioid dosing. While the CDC guideline specifically recommends individualized assessment and taper planning [10] , state and federal programs are increasingly adopting quantity limits on opioid prescribing that may adversely impact providers' ability to individualize care [39] [40] [41] [42] . In the context of our study findings, these policies may have both positive and negative effects on primary care providers. While external limits may support provider decision-making in some instances, they may also further strain inadequate resources and negatively impact patient-provider relationships.
A strength of the design of this study was that it facilitated comparison of system-based barriers and facilitators across study sites. Several relevant differences emerged. First, providers at the VA and the safety net hospital identified difficulty obtaining nonopioid pain treatments as a significant barrier to tapering opioid medications. Studies of opioid tapering in the context of multidisciplinary pain care have demonstrated improvements in pain and function. These system-level differences in access to nonopioid treatments may therefore impact the effectiveness of opioid tapering. Second, providers across systems identified an important role of team-based care within primary care. Specifically, clinical pharmacists were available to support opioid tapering in each health system. Though models differed across sites (e.g., colocation, e-consult), some form of pharmacist support was generally perceived as an important resource.
These findings should be considered in the context of study limitations. First, this was a study of the primary care providers' perspectives on tapering of long-term opioid therapy. It is important to recognize that this study should be interpreted in combination with studies exploring the patient perspective [18] . Second, our study population was limited to primary care providers practicing in Colorado, in academically affiliated clinics, so the barriers and strategies identified may not be representative of other clinical settings. It is also notable that our focus groups occurred prior to the 2016 publication of the CDC guideline for prescribing opioids for chronic pain [10] . We believe our findings remain pertinent for primary care providers seeking to individualize these recommendations. Finally, in our focus group methodology, it is possible that select providers served as the dominant voices, silencing opposing opinions and resulting in the appearance of more agreement than actually exists [20, 43] . This effect may have been present given the mixed nature of our focus groups, in which nonphysician providers may not have felt comfortable disagreeing with their physician colleagues. To mitigate this potential effect, the moderator specifically sought to engage all participants in conversation.
Further work should evaluate the feasibility and effectiveness of strategies to support patient-centered opioid tapering in primary care settings. Strategies for providers include using empathy and patient-centered language, discussing side effects of opioid medications that are relevant to patients, focusing on building alliances with patients over time, and individualizing taper implementation. Patient-centered educational resources to guide discussions between patients and providers about longterm opioid therapy are needed. Effective primary carebased interventions will likely require team-based models to overcome barriers of inadequate time and expertise among primary care providers. Policy-makers should allocate resources to support such models and to ensure access to a range of effective pain care options, including nonpharmacologic and complementary treatments [44] .
